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State Missouri 

The physician or optometrist actually performing, or exercising a direct 
personal supervision of the performance of the service, is  participating 
in the Physician or Optical Care Program and is identified on each line 
item of service representing a professional service for which they are 
responsible by their provider identification number. (This item applies 
to all clinic providertypes except Public Health Department Clinics, 
those Independent Clinics having an Ambulatory Surgical Care Type 
of Service designation and Adult Day Health Care centers.) 

Clinic services are payable in accordance with all guidelines, restrictions, and limitation of 

Physicians’ Services for all the clinic provider types except Professional Clinic Optometry 

which is the same as Optometrists Services, those Independent Clinics having an 

Ambulatory Surgical Care Type of Service designation and Adult Day Health Care Centers. 

Ambulatory Surgical Care covered services are those specifically listed surgical procedures 

and related ancillaries which are provided in accordance with A.S.C. guidelines. Obstetrical 

delivery services are not included.Prior authorization is required for the-surgical . . - ~ .~ I_. 

procedures of Blepharoplasty and Excision of Keloids when performed in an Ambulatory 

Surgical Care Clinic. Adult Day Health Care services are provided in accordance with State 

Regulation 13 CSR 70-92.010 and subject to limitations as specified therein. 


The global prenatal benefit covers all prenatal visits, routine urinalysis testing and pregnancy 

related conditions during therecipient’s pregnancy period. Coverage of this benefit requires 

a minimum of four prenatal visits be provided and wil l be limited to oneglobal service per 

pregnancy. 


Coverage for clinical services related to the performance of certain specified electivesurgical 

procedures requires the recipient obtain a documented medical second opinion. Coverage 

is provided fora documented third opinion, at the recipient’s choice, when the second 

opinion fails to confirm the surgery recommendation of the first opinion. 


Bone marrow, heart, kidney, liver, lung and certain restricted multiple organ transplants and 

related transplantation services are covered when prior authorized. Corneal transplants are 

covered without a requirement of prior authorization. 


State Plan TN# 03-15 Effective Date December 15, 2003 

Supersedes TN# 93-41 Approval
Date NOV I8 2003 


